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i . '.S bral has received a copy of deficienc ort for
A recertification survey was conducted from Sy Py y rep 2/28/10 and
January 4, 2010, through January 6, 2010, The urvey was conducted. ongoing
survey was initiated using the fundamental survey e have formulated a QA Team with monitoring tools i
process. A random sample of two clients was developed and implemented to ensure that diagnostic,
selected from a client population of three males curative and preventative interventions are conducted
with various disabilities. . in a timely manner to ensure compliance. i
i i
' The findings of the survey were based on :
observations in the home and pbne day program, ‘
interviews with staff in the home and at the day :
program, as wel as a review of the clinical, \
administrative, and habilitation records; including 2\ \W
; a review of the unusual incidentinvestigation
reports. " GDVERNMENT OF THE DISTRICT O COLUMBIA
" _ FIE W1 DEFARTMENT OF HEALTH
ey Borcorsidosy o % HEALTHREGULATION ADMINISTRATION
‘ 825 NDATH CAMTOL ST, N.E., 2ND FLDOR
. Each client's active treatment program must be WASH'NGTON’ D.C. 20002
| integrated, coordinated and monitored by a

' qualified mental retardation professional,

This STANDARD is not met as evidenced by:
: Based on observation, staff interview, and record i
! review, the facility falled to ensure the Qualified
Mental Retardation Professional (QMRP)
- coordinated, integrated and monitored services,
: for three of the three cients residing in the facility.
. (Clients #1, #2, and #3)

| The findings include:

"1, The facility's QURP failed to coordinate i ,
- services with the day program to address Client
' #2's behavioral needs as evidenced below:

 Interview with Cliesff #2's day program (DP) case
i A0 Suary 6, 2010, at 1240 p.m.

RISUPPLIER REPRESENTATIVE'S SIGNATURE n {XB) DATE
PO 2260

ending with an asterisk (%) dencvtes a deficiency which the institution may be excused from correciing providing it Is determined that
gualds provide sufficient protection 1o the patients. (See instructions.) Exoept for nursing homes, the findings stated above are disclosable 90 days

blbmngudmofsumymorndaphnofmnm For nursing hornes, the sbove findings and plans of comection are discicsable 14

days following the date these documents sre made available to the facilty. If deficiencies are cited, an approved plan of commeciion is requisiie to continued

program pasticipation.
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revealed that the client exhibited a behavior of
| attempting to touch food and/or drink belonging to

i Targeted behaviora as per psychologist report
Sher, eimsOr oty fepr (o | SESISSEISTIRETT s
November 30, 2009, revealed the client continued ; .
Day Program Coordinators attend these meetings as
E’e:;e lsslue:lm taoiubct.‘::gﬂ'lf:%‘; and bmrageds such they are aware of such behaviors,
| LL R y program an
in the community. The quarterly report further DDS Service Coordinator faxed copy of individual #2
stated that "He refuses his food most of the time, (3P hich includes copy of BSP to NCC on 226710, |
i axcept when he is taken out to eat” The case ontrmahon of axed dociments was fo e
‘ QMRP by DDS Service Coordinator. i
' manager stated that the day program .
' paychologist would be requested (o assess the TThe individual's BSP addresses inappropriate touching
client and develop proactive strategies to prevent ‘which includes touching of food and drink belonging to
| the aforementioned behavior. Further discussion others.

: with the case manager indicated that the day i

: program did not have a copy of the behavior i

| support pian (dated August 21, 2000) or the ;

[ Individual support plan (dated August 7, 2009)
{ which were being implemented at the group

' . home.

Interview with the QMRP on January 6, 2010, at

I approximately 3:15 p.m. confirmed Client #1 had :
i a behavior support pian {BSP) dated August 21, |

| 2009, which was being implemented at the grbup l
i home. The QMRP indicated that the ISP '

i (including the BSP) is provided to the day

; program by the govemment service coordinator,

; | Record review on January 6, 2010, at 3:26 p.m.
. revealed Client #2's BSP required that he was

z monitored for several targeted behaviors, one of

- which was "inappropriate touching”, (louching
others, putting hands in pants, and smelling
others), Further review of the BSP revealed, |
however, that it did not identify attempting to ;
touch food and/or drink beionging to others as a ;
targeted behavior. There was no evidence that :
services had ben coordinated to ensure that !
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Chent #2's attempting to touch food and/or drink i
belongmg to others was being effectively !
, addressed. E
I (2. The facility's QMRP failed to ensure that staff LPN Case Manager conducted training on {1/14/10 and
were effectively trained on documentation of documentation of topical on 1/9/10. ongoing
' topical treatments. (See W368) :
| |
' 3. The facility's QMRP failed to ensure an Monitoring toot for wearing of eye glasses was 1/6/10 and
i effective system was implemented to monitor ideveloped on 1/6/10 and staff training effected on |ongomg
' Client #1's tolerance of his recommended : | H6/10 and 1/7110.
eyeglasses. (See WA436) i :
' 4. The facility's QMRP failed to coordinate , ”
. . Speech and Language Therapist conducted training on {1/10/10 and
: SQN?WS to ensure direct care staff received ngiie:ﬁon of communication device on 1/10/10. ongoing
| training on how to operate Client #3's low-tach
- (Basic Talk 4) AAC device. (See W189)
| . , . MRP d ted efforts to obtain adaptive
+S. The QMRP faited b coordlnate services to i Sqtﬁpmen(;ctfr:l:ndress individual #3 communication .ifgig‘g and
I ensure Client #3 received training timely to ‘ eeds. A letter was sent to Speech and Language ;
| address his communication needs. (See W249) erapist requesting that once Augmentative device is
: commended as per Speech end Language assessment *
i i [within 30 days of assessment in conjunction with
‘ 2;3; Srrﬁpprefahlelﬁiizmh!nn mnai ::;’smsa ss::enw ne:]essa_lge st:g uauungd l;y‘ls Pt?i" facilitate implementation of
for Clients #1 and #2. (See W217) g0 as feriitle o
w 189! 483.430(e)(1) STAFF Sl'RAlNlNG PROGRAM W 189

| The facility must provide each empioyee with
I Initial and continuing training that enabiles the

" employee to perform his or her duties effectively,
I efficiently, and competently.

| This STANDARD is not met as evidenced by: !
. Based on observation, interview and record |
. review, the facility failed to ensure initiai and
continuing training that enabled each staff to

| for one of three clients in the survey. (Client #3)

!
. effectively and competently perform their duties I
|
1
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' The finding includes:

! [Cross refer to W436] Observations during the
' survey revealed that Client #3 did not use his
; "low-tech (Basic Talk 4) AAC device."

interview with the Qualified Mental Retardation
Professional (QMRP) on January 5, 2010, at 9:39
_a.m. revealed that the device was not being used
| by the client because staff had not been trained
' on how to use it. Further interview with the
QMRP on January 5, 2010, at approximately
i 10:39 a.m. revealed the training had been initially
i scheduled for December 16, 2009, however had |
- been rescheduled by the SLP for January 9,
1 2010. At the time of the survey, there was no
| evidence the facifity had ensured training imely

! to the staff on how to operate Client #3's
"low-tech (Basic Talk 4) AAC device.” !
W 217 483.440(c)(3)v) INDIVIDUAL PROGRAM PLAN

The comprehensive functional assessment must
_Include nutritional status.

|

| This STANDARD is not met as evidenced by

. Based on observation, inferview and record
review, the facility failed to ensure a
comprehensive assessment of the nutritional

! needs of two of two clients in the sample. (Clients

i #1and #2)

; The findings include

| 1. The facility failed to ensure a comprehensive
: reassessment of Client #2 ' s f00d preferences
and the continued need for a nutritional

i supplement as evidenced below:

W 217
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On January 4, 2010 at 6:05 p.m., Client #2
received his dinner meal (fish, yellow rice, green i
beans, pear halvas) and 8 ounces of Resource "
- Breeze " . He drank all of lhe Resource * Breeze i
", however required verbal prompts from staff to |
- eat his meal. At6:38 p.m., approximately thirty :
- minutes later, staff asked him if he was finished ;
. eating, and the client gently slapped his own face.
" He went to the kitchen at 6:44 p.m. and raked
* approximately 60% of his fish, yellow rice, green
| beans from the plate into the trash can, butate |
i most of the fruit. :

3 Several minutes later (6:50 p.m.), the licensed

i practical nurse (LPN) indicaled that if the client
| was finished eating, he would normally take his .
| plate to the kitchen. Staff indicated that the client

; sometimes refused his food, however usually

! drank 100% of his beverages and ate his dessert.
- Interview with the staff preparing the meal :
_revealed the client was prescribed a regular high | i
' fiber diet and 8 ounces Resource " Breeze ™, one |
| time daily. According to staff, the client would be
i offered a snack later that evening.

! During the day program visit on January 6, 2010,
* at 12:30 p.m., interview with the day program

| nurse revealed that staff had reported that Client
| #2 was a " picky eater and ysually ate his snack,
| but often put his sandwiches in the trash.

|

. On January 6, 2010, at 2:45 p.m,, a nursing : ,
progress note dated August 18, 2009, revealed

- tha nurse’s attempts to reach the nutritionist to .

| discuss the possibility of discontinuing the

: nutritional supplement because Client#2 was

{ eating 100% of his meals. On January 8, 2010, at |

| 3:10 p.m., review of the client' s nutritional
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assessments at the group home revealed the
. client's food intake was * usually 75%-100% " .
i The client's health management care plan dated
| August 7, 2009, revealed a goal to consume
100% of his food.

. On January 6, 2010, at 10:33 a.m.. review of the
. annual nutriion assessment dated Juty 10, 2009,

| revealed Client #2 "olerates consistency. Can be

| picky at imes. Staff says appetite has improved.
! Likes things ilke hamburgers, fries milk and

| peanut butter, and jeily sandwiches. Appeme is
| 75-100%... estimafed keal needs -1731. *
! nutrition quarterly report dated October 24, 2009

! documented that the client's regular diet provuded 1

2000 to 2400 calories.

- At the time of the survey, however, there was no |

. evidence thaf Client #2 had been reassessed o

- determina if offering him more of the preferred

i foods would maximize intake of the foods in his
diet.

2. The facility failed to ensure that Client #1

! caloric needs for weight gain within his desirable
weight range were neassessed as evidenced

i below:

During dinner observations on January 4, 2010, at

6:05 p.m., Client #1 slowly ate 100% of a double
portion meal and drank 8 ounces of Ensure Plus.
He completed his meal at 6:54 p.m.,
approximately 50 minutes later. Interview with
staff during the dinner meal revealed the chent

. enjoys his double portions and always consumed
100% of his meais and supplement. Further
observation of the client, however, revealed he

| appeared to be underweight for his height.

A letter was sent to Nuinitionist on 2/26/10 that a
reassessment be done for individual #2 to determine if
offering him more food of his preferences wilt
maximize intake of diet at meal times copies of letter
were sent to Day Program, Social Worker and DDS !
Service Coordinators follow up response was alsobe '
forwarded to ensure best service to individual,

3/10/10 and
ongoing

QMRP, RN, DON and House Manager will monitor for
compliance.
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| Interview on January 4, 2010, at 6;17 p.m.

g revealed the client was prescribed a low fat, low
cholestero!, chopped, no concentrated diet

' {(double portion for breakfast and dinner) and a
p.m snack. Staff reported that the client was
aiso prescribed a supplement of Ensure Plus (8
ounces) three times daily to help him gain weight.

: interview with the day program staff on January b,
2010, at 12:35 p.m. revealed that the Client #1

. was prescribed single portions at lunch and a

moming and aftermoon snack. During the day

: program visit, the client was observed to

- consume 100% of a single portion diet During the

i survey, staff at the day program and the group

 home agreed that the client usually consumed
100% of the food and beverages offered.

The review of the weight records on January 5,
2010, at 2:15 p.m. revealed the clienthad a
recommended waight range of 135 to 167
pounds. Further review of the weight chart
_revealed Client #1 ' s fluctuating welght from
January 2009 (135 pounds) to December 2009 to
(133 pounds). On January 6, 2010, at 2:37 p.m,,
; the quarterly nutritional assessment dated
. October 24, 2009, revealed "Current diet
! provides 3000 - 3500 calories.” The assessment
" documented that the consumed approximately 75
to 100% of his diet and tolerated his diet weil,
- Although the annual and quarterly nutritional ;
: assessments continued to identify weight gain as
, a goal, the client achieved no net weight gain
I from January 2009 to December 2009. Al the
; ime of the survey, there was no evidence that the
| client's caloric need to promote weight had been
| reassessed by the nutntionist and the }
interdisciplinary team. (See also W322.2) '
w 249 483.440(d)(1) PROGRAM IMPLEMENTATION J

W 217

W 249
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|

| w249

As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient number
i and frequency to support the achievement of the
ozjectnves iklentified in the individual program ;
plan

Thus STANDARD is not met as evidenced by:

Based on observation, Interview and record

. review, the facility failed to ensure continuous

active treatment was provided as recommended

by the interdiscipknary team (IOT) to address the

| communication needs for one of the three clients |
i residing in the facility. (Client #3)

The finding includes:

[Cross refer to W436) During the evening

. observations on January 4, 2010, at 5:40 p.m.,
 Client #3 was observed responding to staff using
short and echolaic sentences. Interview with staff
revealed that Client #3 had a communication
device, howaver was not using it because staff
had not been trained on how to use it.

: Record review on January 5, 2010, at 10.45a.m,,
revealed a Speech and Language assessment
dated January 31, 2009, documented the client ' s

| weaknesses as reduced manual dexterity and a

| short attention span. A training objective (dated

' | April 8, 2009), using the Basic Talk AAC device

; was scheduled to be implemented on May 8,

- 2009. The goal was " to increase communication
skills with the use of a low tech electronic AAC

[Crossed referenced and adopted with W159.4 and
lw159.5.

Crossed referenced and adopted with Wi59.4,
W159.5, W189 and W249,

1/26/10 and
ongoing

1/10/10 and
ongoing

!
!

|
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i device. " Stated training objectives were

' designed to enable the client to make requests, to :
state his name on request, to answer simple _ !
questions and to state identifying information. iCrossed referenced and adopted with W189. ‘1/26/10 and

: ‘ongoing

. Inferview with the QMRP on January 5, 2010, at ‘
' 9:39 a.m., revealed that the IDT approved the
commumcat:on goal and that it was o be

| implement after Client #3 ' s individual support
| plan (ISP) which was conducted on Apnil, 8, 2008.

i i Further interview with the QMRP revealed the

{ AAC device was not received until November ,

! 2009 that cumently staff was awaiting training on

" how to use the device.

On January 5, 2010, at 10:45 a.m., the review of
a QMRP note dated June 12, 2009, revealed the

. AAC device had not been delivered. "Program pn

" hold until delivery of AAC device”. Subsequent

i GMRP progress notes dated July 12, 2009,
August 20, 2008, and October 26, 2009 also

; revealad the AAC device was not avallable to

| implement the training objective. At the time of
" the survey, there was no evidence that the facility
had ensured that Client #3 received continuous
active treatment to improve his communication

" skills.

W 322 483.460(a)(3) PHYSICIAN SERVICES W 3z22

i The facility must provide or obtain preventive and |
generai medical care. :

| ' This STANDARD is not met as evidenced by: F
. Based on observation, interview and record |
! review, the facility failed to ensure preventive !
| health services were implemented as

: recommended for one of wo clients in the

FORM CMS-2567(02-99) Previous Versions Obsolete Evant ID:NGOF11 Facility 1. 06G058 H continuation shest Paga 9 of 18
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W 322! Continued From page 8
sample. (Clent #1)

. The findings include: |

1. The facility failed to ensure that Client #1
caloric needs for weight gain to within his

_desirable weight range were reassessed.

- During dinner observations on January 4, 2010, at

; 6:05 p.m., Client #1 slowly ate 100% of a double
portion meal and drank 8 punces of Ensure Plus.
He completed his meal at 6:54 p.m.
| approximately 50 minutes later, Interview with

' staff during the dinner meal revealed the client

i enjoys his double portions and always consumed
100% of his meais and supplement, Further
observation of the client, however, revealed he
appeared 0 be underweight for his height

interview with the licensed practical nurse {LPN)
~on January 5, 2010 at approximately 11:35 p.m.

' revealed that Client #1's weight was being

| monitored by the nutrilionist. Additionally,
interview with the nurse revealed that health
monitoring was conducted by the nursing staff,

| the primary care physician, and other medical

! consuitants as needed for the client.

. Record review on January 5, 2010, at 12:10 p.m.
- revealed the client's most current weight was 133
- pounds (December 2009) and that his desirable
' weight range (DWR) was 135 to 167 pounds.
i Continued record review revealed the client had
i no net weight gain during the last twelve months.
: At the time of the survey, the client's weight
| remained below his established desirable body |
weight. i
| !
i 2. Further record review on January 6, 2010, i

W 322

I
Since survey period individual's weight is 138 Ibs

(DWR) 135-167 Ibs hence individual is within DWR. 116110 and

; ongoing

In addition cross referenced and adopted with [401.1.

[Nutntional Assessment individual on 1/16/10 and diet |
lto satisfy caloric need.
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* beginning at 3:40 p.m., revealed Client #1 had
: radiologic monitoring as evidenced below:

. a. December 22, 2008 - CT Scan - (Results)
! (1) 9 mm geographic lytic lesion in the C6
. veriebral body, which was not within the field of |
. view on the prior examination.

(2) Region of focal lucency in the stermum at the
. level of the first costosternal articulation. While
; this finding is more conspicuous than on the prior
; examination, it has interal fat density.

* Further review of the report of the study on the

" aforementioned date revealed the most
concerning finding was the carvical vertebral body

; lesion. "The appearance of the scapular lasion

| suggests that it may not be related to the

; vertebrai body lesion. The vertebral body lesion

| raises the concern for metastatic disease and
| myeloma, and recommends further evaiuation

: with nuciear medicine bone scan and Mmyeioma

= iabs.”

_ b. December 31, 2008 - Radiolbgic examination
for further assessment of the "Vertebrae Lesions
{back)", (Resuits)

(1) The finding in the right glenoid may represent l
arthritic/degenerative change, however, the

- primary bone lesion s also considerad.

(2) Recommend radiographic comrelation of the

"~ tight glenoid.”

c. February 11, 2009 - Recall visit for a MRl of
- Right Scapuia to evaluate the scapula lesion. A
' consultation report revealed a recall visit for a
MRI of Right Scapula to evaluate the scapula
lesion. The consultation report noted the
following information:

SYMBRAL FOUNDATION
WASHINGTON, DC 20011
{%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREC TION f (45
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 322 Continued From page 10 W 322!

b
PCP in reviewing result of CT scan recommended 112/29/08 and
further evaluation of lab done on 12/29/08 which ruled t°“g°mg
out Multiple Myeloma.(see attached)
!
A bone scan evaluation was done on 12/31/08 as
recommended (gee attached).

i

PCP Findings of all diagnostic and laboratory tests were
commurmnicated to the PCP who did not recommend a  [2/28/10 and
repeat MRI with sedation, but referred to an Oncologxstlongomg

for further evaluation. (see attached)

|Nu1sing teamn has scheduled appointment for individual -
#1 and will ensure appropriate follow up will take
lplace Ongoing monitoning will be performed by
Nursing team to ensure compliance.

FORM CMS-2587{02-99) Previous Versions Qbsolets
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W 322 Continued From page 14 |
|

(1)"Findings of the February 11, 2009, partial

study revealed a "Comparison with prior MRl of

August 7, 2008 and CT of December 22, 2008, !
i

! {(2) C8 and sternal lesions discussed on the

: December 22, 2008, were not within the feld of

' the examination, "Unabile to do study due tothe |
| fact that patient was moving during study. Patient
| needs sedation.” |

(3) Examination was not performed for the
evaluation of the rotator cuff or glenoid labrum.

d. February 27, 2009 - Recall visit for a MRI of
Right Scapula fo evaluate the lesion. (Results)

| The client was sedated with Alprazolam 3 mg PO
t at 2:00 p.m. The consultation report contained a
| comment, "Patient unable to hold stiil for MR!."

| Record review on January 6, 2010, at 4:40 p.m.,
| revealed a physician's order dated March 31, i
. 2008, regarding the February 27, 2009, recall visit -
' for MR!. The order revealed that due to two -
- attempts, one with sedation and one without
sedation, the MRI of Rt. Scapula should not be
_repeated.

: strategles for monitoring and/or alteratively
| addressing the abnormal findings described

| client’s readiological studies.

' There was no evidence the facility had developed ‘
in the |

W 331 | 483.460(c) NURSING SERVICES |

' The facility must provide clients with nursing |
services in accordance with their needs.

. This STANDARD is not met as evidenced by:

W 322.

Findings of all diagnostic and laboratory tests were
communicated to the PCP who did not recommend a
repeat MRI with sedation, but referred to an
Oncologist for further evaluation, (see attached)

Nursing team has scheduled appointment for individual
#1 and will ensure appropriate foliow up will take
place. Ongoing monitoring will be performed by
Nursing team to ensure complisnce.

W 331

:i

|

2/28/10 and
ongoing

FORM CMS-2567(02-99} Previous Versions Qbsolete
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W 331 i Continued From page 12 W 331 N
| Based on interview and the record review, the LPN Case Manager has conducted training on 211110 and
facility's nursing services failed to ensure nursing P ' ongoing
(sglr_motei 1f§>r one of two clients in the sample. A monitoring tool has been developed.
ien
' House Manager will monitor documentation daily for
The finding includes: the next 90 days. LPN Case Mnnng;nwillmonitoro
’ weekly and monthly for the next 90 days (3 months).
' The facility's nursing services ff‘led to ensure that RN, DON and QMRP will monitor quarterly to provide !
Client #1 received treatment with Selenium adherence. i
: Sulfide 2.5% as prescribed to treat the rash !
' behind his right earmeck. (See W388) i ’
W 356 ' 483.460(g)(2) COMPREHENSIVE DENTAL W 356
TREATMENT f .
‘ |
o : LPN Case Manager has scheduled dental evaluation |
mgg;vgx&zﬁ?;ﬁm?dmﬁﬁm' for individual #2 for 3/10/10 to query if second cavity |3/10/10 and
d. iongoi
needed for reiief of pain and infections, as fll oneeine
i restoration of teeth, and maintenance of dental Symbral has increase nursing administrative staff, in
health. X the hiring of a RN for IC/MR facility with a specific
! ; job description of monitoring all medical consultation
l with concentration on recommendation, diagnosis and
| This STANDARD is not met as evidenced by: | freatment provided.
| Based on interview and record review, the ’ac'hty | LPN Case Manager will monitor monthly, RN and
! failed to ensure timely treatmant services for the ! DON will monitor monthly and provide quarterly
: maintenance of dentai health of one of two clients ; . oversight to ensure compliance.
. in the sample. (Client #2)
| The finding includes: ‘
f
interview with the LPN on January 6, 2010, at
10:12 a.m. revealed that Ciient # 2 had regulary
scheduled dantal visits,
!
On January 6, 2010, at 10:30 am,, reviewofa |
dental consultation report dated April 13, 2008 |
| revealed the purpose of the visit was to have two
| cavities filled. It was noted on the report, i
"Performed one surface composite filing on #11."
The client returned to the dentist on October 28,
FORM CMS-2567(02-09) Previous Versions Obsclete Event ID: NGaF11 Facliity ID: 09G058 if continualion sheet Page 13 of 18
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W 356 Continued From page 13 ' w386

2009 and was non-compliant for treatment.
. Sedation was recommended for the next
f scheduled appointment.

| On January 6, 2010, at 3:35 p.m., the record

 review revealed that the client retumed to the

: dentist on November 4, 2008. The consultation

_report, however, did not mention of the second
cavity, which was identified by the dentist on April
13, 2008. Interview with the nurse on January 6,
2010, at 3:49 p.m. revealed it could not be
confirmed if the second cavity had been filled. At
the time of the survey, there was no evidence that

: the client had received the recommended

| preventive treatment for the maintenance of his

 dental health. |

W 368 ! 483.460(k)( 1) DRUG ADMINISTRATION . W368

: The system for drug administration must assure |
| that all drugs are administered in compliance with
i the physician’s orders.

[Crossed referenced and adopted with W331. 2/10/10 and

This STANOARD is not met as evidenced by: | ! ongoing
Based on interview and record review, the facility

. failed to ensure that all drugs were administered

, in complance with the physician ' s orders for one !

i of two clients in the sample. (Client #1)

|
! The finding includes:

Interview with the licensed practical nurse (LPN)
. on January 5, 2010, at 3:46 p.m. revealad Client ,
. #1 that Selenium Sulfide 2.5% was prescribed to ,
' treat the rash behind his right ear/neck. '

. Record review on January 5, 2010, at 4:03 p.m.
' revealad a physician's order dated October t9,
- 2009 for "Selenium Sulfide lotion 2.5%, apply to

|
: l
i |
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W 368 Continued From page 14

W 4361 483.470(g)(2) SPACE AND EQUIPMENT

neck at bed time..." The LPN reported that upon
receipt of the cream, the direct care staff were
instructed on how and when to apply the
medication, and to document each time it was
applied. The review of the MAR, however,

. revealed no documented evidence that the cream

i was applied to the client's neck, as prescribed,

; from October 21, 2008 through October 31, 2009.

The facility must fumish, maintain in good repair,
- and teach clients to use and to make informed
choices about the use of dentures, eyeglasses,
hearing and other cormmunications aids, braces,
and other devices identified by the
interdisciplinary team as neaded by the client.

| This STANDARD is not met as evidenced by:

| Based on observation, inierview and record

i review, the facility failed % ensure timely and

| effective training to encourage wearing of

- ayeglasses recommended by the interdisciplinary
team for two of three clients residing in the facility.

i (Clients #1 and #3)

' The finding includes:

! Interview with the staff on January 4, 2010, at

i 4:50 p.m.revealed the client had eye giasses, but
| did not wear them. Continued interview with staff
' on January 6, 2010, at 3:50 p.m. revealed Client

' #1 required lots of encouragement io put his eye

glasses on, and then refused to keep them on for
longer than a minute. With encouragement from |
staff at approximately 5:15 p.m., the clientputon ,
. his glasses and looked in the mirror, but refused
to keep on the glasses. Staff indicated that the |

W 368

W436?

'W159.4 and W189.

ICrossed referenced and adopted with W159.2,

1/9/16 and
: ongoing

Crossed referenced and adopted with W159.3, 1/6/10 and

ongoing
1

FORM CMS-2587(02-96) Previous Versiony Cbsoiete

Evert ID: NGoF 11

Faciity 10: 00G0S6

If continuation sheet Page 15 of 18



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

PRINTED: 02/18/2010
FORM APPROVED

OMB NO. 0938-0391_

(%2) MULTIPLE CONSTRUCTION
A BUILDING

B WING

(X3) DATE SURVEY
COMPLETED

01/06/2010

NAME OF PROVIDER OR SUPPUER

SYMBRAL FOUNDATION

STREEYT ADDRESS, CITY, STATE, ZIP CODE
521 IKENNEDY STREET, NE

WASHINGTON, OC 20011

TAG

()10
PREFIX |

SUMMARY STATEMENT OF DEFICIENCIES !
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION [ s
PREFIX (EACH CORRECTIVE ACTION SHOULD BE | compLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE

DEFICIENCY)

W 436 Continued From page 15

. group home, however did not take them to his
. day program.

|

| Record review on January 6, 2010, at4:20 p.m,

| revealed an ophthaimology report dated June 11,

i 2009, that revealed the client was diagnosed with :
| hyperopia and that eye glasses were f
| recommended. The individual support (ISP) dated .
; August 3, 2009, included a recommendation that .
" the client wear his prescribed eye glasses.

- Although the client was observed o have the

, prescribed eye glasses, there was no evidence a |
: structured system had been implemented ko

! increase the client's tolerance of his eye glasses |
| recommended by the IDT to improve his vision.

client was offered his eyeglasses daily at the i
I

i 2. The faciiity failed to ensure that Client #3 was
| timely provided a recommended augmentative
| communication device as evidenced below:

" Interview with staff on January 4, 2010, at 8:15
p.m., revealed that Client #3 had a "low-tech
(Basic Talk 4) AAC device", however, was not
using it becausa staff had not been trained on
how to use it. Atno time during the survey was
the client observed to use his “low-tech (Basic

. Talk 4) AAC device " Interview initiated with the

| Qualified Mental Retardation Professional

i (QMRP) on January 5, 2010, at 9:37 a.m.,

i revealed that the Speech and Language

| Pathologist (SLP) was to order the

| communication device for the client during the

- first quarter of 2009. According tha QMRP, the

. SLP had stated various raasons why the

. "low-tech (Basic Talk 4) AAC device " was not

| available. As a result of these delays, the client

| did not receive the low-tech (Basic Talk 4) AAC

| device until November 2009.

|

W 436!

W189.

Crossed referenced and adopted with W159.5 and 1/10/10 and

ongoing
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On January 5, 2010, at approximately 10:15 a.m.,
the residential director (RD) presented a )
communication device which was observed to be
a "low-tech (Basic Talk 4} AAC device ." The
RD stated that the device belonged to Client #3.

The subsequent record review on January 5,
- 2010, at 10:45 a.m. revealed the following
timeline regarding the communication device: |

a. December 2, 2008: The court hearing report
expressed concern that a previous SLP
assessment, dated March 2007 indicated that the
client was not a good candidate for a low or high

! fech augmentative communication davice due to

" his physical fimitatiopns and congenital deficits.

" The court hearing report directed the QMRP 1o
find a different speech/language evaluator, one |

! who would recommend the utiization of computer

" vocabulary programs, one-on-one assistance

. and/or other possibilities to "expand horizons” of
the client before his 2008 individual support plan

; (ISP} meeting.

i b. Record review on January 5, 2010, at 9.40

i a.m. revealed a speech and language evaluation
| dated January 31, 2000. According to the

| assessment, the impression was that the client

| was likely to benefit from the use of an

| augmentative communiCation device 10 enhance
. his communicative abiliies.” The assessment

| recommended "Exploratory use of a low-tech

~ (Basic Talk 4) AAC device ..." Althe time of the
. survey, there was no evidence the facility had

i ensured that Client #3 timely received the
 Iow-tech (Basic Talk 4) AAC device
 recommended by the IDT to enhance his

i communication,
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W 436 Continued From page 16 W 436

[} . .
'Court ordered assessment was done in a imely manner
“ont 1/31/09 before individual's #3 1SP Meeting éf; i?f; and

4
H

Crossed referenced and adopted with W189. 1/26/10 and
ongoing
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1 000: INITIAL COMMENTS

A licensure survey was conducted from January
4, 2010 through January 6, 2010. The survey

" was initiated using the fundamental survey
process. A random sampie of two residents was

: selected from a resident population of three

| males with various disabilities.

- The findings of the survey were based on
| Observations in the home and one day programs,
+ interviews with staff in the home and day
programs, as well as a raview of the clinical,
administrative, and habilitation records; including
a review of the unusual incident/investigation
| feports.
1090 3504.1 HOUSEKEEPING
The interior and exterior of each GHMRP shall be
maintained in a safe. clean, orderly, attractve,
" and sanitary manner and be free of
accumulations of dirt, rubbish, and objectionable
" odors.

This Statute is not met as evidenced by:
Based on observation and interview, the GHMRP
falled to maintain the exterior of the facility in a

; safe manner as evidenced:

The finding includes:

On January 5, 2010, at 8:20 a.m., the ramp at the
edge of the driveway was observed to have a
- board which was breaking off on the right side.
. Interview with the staff revealed that major
i repairs had been performed on the ramp since
the last survey. At the time of the survey,
SN0 evidence the

1000

Symbral's governing body have established a QA team
that will conduct weekly monitoring to ensure
diagnostic, preventative and curative measures to
maintain compliance relating to deficiencies identified.

2/28/10 and
ongoing

|
2/26/10 and
ongoing

Ag per maintenance policy. House Manager has issued
maintenance engineer with a job order to effect repairs
identified. Maintenance Engineer has completed
repairs cited on 2/26/09.

Symbral's QA Team, QMRP, House Manager and
Maintenance Engineer will monitor to ensure
compliance,

(X8) DATE

Z-28 /D

STAT
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maintained in good repair. '
208 3509.6 PERSONNEL POLICIES 1 206 f

i |
Each employee, prior lo employment and :

: annyally thereafter, shall provide a physician ' s

i p°° erf' ";ﬁ:gg"ﬁ:‘gggﬂ";:“ggg rs'am“ ats Auditing of consutants' fletojob dutiesof the QMRP.
would aliow him or her to perform the required A monitoring tool was developed that will be vsed to i ongoing
duties. audit consultant’s files quarterly. |

Symbral's governing body has shifted responsibility of ’

A follow up of 30 days notification letter will be issued
to consultants. Follow telephone calls or written
notification will be kept to allow QMRP to ensure

i

. . compliance to this standard.

This Statute is not met as evidenced by:
- Based on interview and recond review, the facility Client #3 was sent written notification on 2/24/10
| failed to ensure that each consultant had a health requesting that an annual physical be provided to
! evaluation at least annually for three consultants QMRP in place of an armual T.B. screening.

(Consultants #1, #2 and #3).
' The finding includes:

During the entrance conference on January 4,
2010, the Qualified Mental Retardation
Professional (QMRP) was requested to provide

, heaith certificates for staff and consultants

: working with the individuals in the GHMRP.

. Interview with the QMRP revealed that the haalth
certificates were at the administrative office and

. would be provided on January 5, 2010.

| On January 5, 2010, at 9:40 a.m., record review
revealed health certificates had expired for
Consultants #1, #2, and #3. it was noted that that
- Consuttant #3 had a current tuberculin screening, l
however lacked a health certificate. At the time '
of the survey, thare was no evidence the GHMRP |
. ensured each consultant provided documentation
i to verify a current health certification had been '
: performed.
“ealth Regulation Administraton
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1222 3510.3 STAFF TRAINING 1222
| There shall be continuous, ongoing In-service L . .
‘o Communication device was obtained and in place at
! training programs scheduled for ali personnel. time of the survey, however was not able to be i
. ) implemented due to failure of Speech Therapist to | 1/9/10 and
: This Statute Is not met as evidenced by: provide in-service training to staff. rongoing
" Based on observation, interview and record
" review, the GHMRP failed to provide ongoing There was documented evidence on file at the time of ;
training for all staff to effectively perform their fhe survey of communications befween QMRP and |
duties for two of three residents in the facility. peech Therapist (o obiain same traming. 1
. (Residents #1 and ¥3) Training on individual #3's low-tech (Basic Talk 4) |
: AAC device was done on 1/9/10 and the program was |
The finding includes: implemented on the same date. 1
4. The GHMRP failed to ensure that staff were
i fraining on the use of Resident #3's Basic Talk 4
! communication device as evidenced below:
[Cross refer to Federai Deficiency Report -
W436.2]. Observations during the survay
revealed that Resident #3 did not use his
"low-tach {Basic Talk 4) AAC davice."
| Interview with the Qualified Menta! Retardation
Professional (QMRP) on January §, 2010, at 8:39
a.m. revealed that the device was not being used
. by the resident because staff had not been
i rained on how to use it. Further interview with
| the QMRP on January 5§, 2010, at approximately
i 10:39 a.m. revealed the training had been initialiy
scheduled for Dacember 16, 2009, however had
been rescheduied by the Speech and Language
Pathologist for January 9, 2010. At the time of the
survey, there was no avidence the facility had ‘.
ensured training timely to the staff on how to ;
- operate Resident #3's "low-tech (Basic Tak 4) '
i AAC device.” i
\ !
! . LPN Nurse Case Manager conducted training on 1714710 and
2. Crass refer to Federal Deficiency Report consistent documentation of the application of topical jongoing
- -W368] The GHMRP failed to ensure staff was medication.
Health Regeiaton Administration
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1222 Continued From page 3 1222
effectively trained to consistently document the
. application of topical medication for Resident #1.
|
1 401i 3520.3 PROFESSION SERVICES: GENERAL I 401
PROVISIONS
. Professional services shall include both diagnosis
. and evaluation, inciuding identification of Record of vital signs and weight monitoring indicates
developmental levels and needs, treatment tha_t individua.} started to experience notable decline in :
services, and services designed to prevent weight status in Feb. 2007.
! mmmﬂ or further loss of function by the At which point a Nutritional assessment was
. resident. conducted and a change in diet reflecting double
) portions breakfast and dinner, soft sandwich at pm 12/ 28"‘ 10 and
This Statute is not met as evidenced by snack and supplement added. Ongoms

Based on observation, interview and record
| review, the Group Home for the Mentally
| Retarded Persons (GHMRP) failed to ensure
| professional services were provided in
~ accordance with the needs of three of three
residents in the GHMRP. (Residents.# 1, #2,
and#3)

- The findings include:

| 1. The GHMRP failed to ensure preventive
{ health services were implemented for one
Resident #1 as evidanced below:

During dinner observations on January 4, 2010,

. at6:05 p.m., Resident #1 slowly ate 100% of a

' double portion meat and drank 8 cunces of
Ensure Plus. He completed his meal at 6:54 p.m.
approximately 50 minutes later. interview with
staff during the dinner meal revealed the resident
enjoys his double portions and always consumed
. 100% of his meals and supplement Further
| observation of the resident, however, revealed he

| appeared to be underweight for his height.

f
! Interview with the licensed practical nurse (LPN)

Since dietary change individual has shown a weight
gain of 20 Ibs and over. He has also maintained this
weight with a fluctuation of { or 2 bs. i

Since survey period individual’s weight has been
reassessed and found to be within DWR gaining 5 lbs.

!
During the period of weight decline several medical |
diagnostic and laboratory tests were done to detexmme
the etiology for decline m weight.

Currently further evaluation by specialty physicians, is '
being conducted until a resolution is found.

Health Regulaﬂon Administration
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| on January 5, 2010 at approximately 11:35 p.m.

| revealed that Resident #1's weight was being
monitored by the nutritionist. Additionally,
interview with the nurse revealed that health

. Monitoring was conducted by the nursing staff,
the primary care physician, and other medical

“ consultants as needed for the resident.

Record review on January 5, 2010, at 12:10 p.m.
. reveaied the resident's most current weight was
133 pounds (December 2009} and that his
desirable weight range (DWR) was 135 o 167
pounds. Continued record review revealed the
- resident had no net weight gain during the last
twelve months, At the time of the survey, the
resident's weight remained below his established
: desirable body weight.

2. Further record review on January 6, 2010,
beginning at 3:40 p.m., revealed Resident #1 had
radiologic monitoring as evidenced below,

a. Decembaer 22, 2008 - CT Scan - (Results)
' (1} 8 mm geographic lytic lesion in the C8
. vertebral body, which was not within the field of
view on the prior examination.
' (2) Region of focal lucency in the stemum at the
 level of the first costosternal articulation. While
' this finding is more conspicuous than on the prior
+ examination, it has intemal fat density.

Further review of the report of the study on the
aforementioned date revealed the most

: conceming finding was the cervical vertebral

" body lesion. "The appearance of the scapular

! lesion suggests that it may not be related to the

i vertebral body lesion. The vertebral body lesion

| raises the concem for metastatic disease and

. myeloma, and recommends further evaluation
with nuclear medicine bone scan and myeloma

Health Regulation Administration
STATE FORM boot NGYF11

If continuation sheel 5 of 14




PRINTED: 02/18/2010

FORM APPROVED
Heaith Requiation Administration
STATEMENT OF DEFICIENCIES {X3) DATE SURVEY
AND PLAN OF CORRECTION T M CLA X2) MULTIPLE CONSTRUCTION COMPLETED
A BULDING
8 WING
HFDD3-0039 01/08/2010
NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, ZIF CODE
521 KENNEDY STREET, NE
SYMBRAL FOUNDATION WASHINGTON, DC 20011
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES "I PROVIDER'S PLAR OF CORREGTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ' CROSS-REFERENCED TO THE APPROPRIATE |  DATE
DEFICIENCY) 5
T
1401 Continued From page 5 1401 =
' laba.” PCP in reviewing results of CT scan and bone scan
i . recommended further evaluation of lab done on '12/29/08 and
i b. December 31, 2008 - Radiologic examination 12/29/08 which miled out Multiple Myeloma. (see ‘ongoing
. for further assessment of the "Vertebrae Lesions attached) !
(back)", (Results) Abo evaluation was don 12/31/08 as
H H H H ne scan € On |
‘ thgnd' ng e!rnaaee l;%';:'gglzﬂl()ld m\f!e)'rfz?e”e sent recommended (gee attached). 1
primary bone iesion is also considered. '
(2) Recommend radiographic comelation of the
right glancid."
_ €. February 11, 2009 - Recall visit for a MRi of
| Right Scapula to evaluate the scapula lesion. A
! consultation repori revealed a recall visit for a
! MR of Right Scapula 1o evaluate the scapula
lesion. The consuliation report noted the
. following information: !
| ! '
' (1)Findings of the February 11, 2009 partial |
study revealed a "Comparison with prior MRI of -
August 7, 2008 and CT of December 22, 2008 \
: (2) C6 and stamal lesions discussed on the
| December 22, 2008 were not within the field of
; the examination, "Unable 10 do study due to the Findings of all diagnostic and laboratory tests were
! fact that patient was moving during study. Patient communicated to the PCP who did not recommend a
E needs sedation.” repeat MRI with sedation, but referred to an ‘2/23/,10 and
! ' Oncologist for further evaluation. (see attached) jongoing
' (3) Examination was not performed fOI' the Nursing team has schednled appointment for R #1 and :
evaluation of the rotator cuff or glenoid labrum. will ensure appropriate follow up will take place. !
Ongoing monitoting will be performed by Nursing team |
d. February 27, 2009 - Recall visit for a MR of to ensure compliance. i
Right Seapula to evaluate the lesion. (Results) i
' The resident was sedated with Alprazolam 3 mg ;
. PO at2:00 p.m. The consultation report
contained a comment, "Patient unable o hoid still
for MRi."
i Record review on January 6, 2010, at4:40 p.m.,
Heafth Regulation Administration
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' revealed a physician's order dated March 31, !
1 2009, regarding the February 27, 2009, recall visit ‘
' for MR!. The order reveaied that due to two i
~ attempts, one with sedation and one without |
- sedation, the MRi of Rt Scapula shouid not be f
- repeated.

(%4310
PREFIX
TAG

There was no evidence the facility had developed !
strategies for monitoring and/or alternatively !
addressing the abnormal findings described in
 the client's readiological studies.

3. The GHMREP failed to ensure timely treatment
. sefvices for the maintenance of dentai health for
' Resident #2,

' Interview with the LPN on January 6, 2010, at
10:12 a.m. revealed that Resident # 2 had
reguiarly scheduled dentat visits.

. On January 6, 2010, at 10:30 a.m., review of a

- dental consultation report dated Aprif 13, 2009,
revealed the purpose of the visit was 1o have two
cavities filled. It was noted on the report,
"Performed one surface composite filiing on #11."

' The resident returned 1o the dentist on October

- 28, 2009, and was non-compliant for treatment.

- Sedation was recommended for the next
scheduled appointment.

On January 6, 2010, at 3.:35 p.m., the record
review revealed that the resident returned to the

. dentist on November 4, 2009. The consultation
report, however, did not mention of the second
cavity, which was identified by the dentist on April
13, 2009. Interview with the nurse on January 6,

, 2010 at 3:49 p.m. revealed it could not be

1 confirmed if the second cavity had been filled. At

| the time of the survay, there was no evidence that

! the resident had received the recommended

LPN Case Manager has scheduled dental evaluation
for individual #2 for 3/10/10 to query if second cavity
was filled.

Symbral has increase nursing administrative staff,in ~3/£0/10 and
the hiring of a RN for ICMR facility with a specific job ©Ngomg
descnption of monitoring all medical consultation with !
concentration on recommendation, diagnosis and '

treatment provided. i

LPN Case Manager will menitor monthly, RN and
DON will monitor monthly and provide quarterly
oversight to ensure compliance.

Jealth Regulation Adminstration
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1401: Continued From page 7 1401
. | preventive treatment for the maintenance of his
| { dental health.
| .
: H4 The famhtglfalled toiensur:’1 "t:at:\ all drugs_we're LPN Case Manager has conducted tisining on
: administered In compliance with the physician ' s documentation of topical on 1/14/10, 2/1/10 and
ordars for Resident #1, jongoing
A monitoring tool has been developed. i
" Interview with the licensed practical nurse (LPN) o _
. on January §, 2009, at 3:46 p.m. revealed House Manager will monitor documentation daily for
; ; ¥ N the next 90 days. LPN Case Manager will monitor
Resident #1 that Selenium Sulfide 2.5% was weekly and monthly for the next 90 days (3 months).

. prescribed to treat the rash behind his right
earineck.

! Record review on January 5, 2010, at4:03 p.m.
revealed a physician's order dated October 19,
2009 for "Selanium Sulfide lotion 2.5%, apply to
neck st bed time..." The LPN reported that upon
recaipt of the cream, the direct care staff were
instructed on how and when t apply the
medication, and to document each time it was
applied. The review of the MAR, however,
revealed no documented evidence that the cream
was applied 10 the resident's neck, as prescribed,
from Oclober 21, 2609 through Oclober 31, 2009,

5. The facility failed to ensure a comprehensive
- assessment of the nutritionai needs of Residents
“#1 and #2.

a. The facility failed to ensure a comprehensive
reassessment of Resident #2's food preferences
and the conlinued heed for a nutritional
supplement as evidenced below:

- On January 4, 2010, at 6:05 p.m., Resident #2

| received his dinner meal (fish, yellow rice, green

; beans, pear halves) snd 8 ounces of Resource "
' Breeze *. He drank all of the Resource “ Breeze
", however required verbal prompts from staff to

. eat his meai. A16:38 p.m., approximately thirty

provide adherence.

RN, DON and QMRP will monitor quarterly to

1
F

¢
'
L
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1401! Continued From page 8

| minutes later, staff asked him if he was finished

. @aling, and the resident gently slapped his own

: face. He went to the kitchen at 6:44 p.m. and

. raked approximately §0% of his fish, yellow rice,
green beans from the plate into the trash can, but
ate most of the fruit.

* Several minutes later (6:50 p.m.}, the licensed

- practical nurse {LPN) indicated that if the resident
was finished eating, he would normaily take his

| plate to the kitchen. Staf indicated that the

| resident sometimes refused his food, however

- usually drank 100% of his beverages and ate his

- dessert. Interview with the staff preparing the

' meal revealed the residen! was prescribed a
regular high fiber diet and 8 ounces Resource
"Breeze” , one time daily. According to staff, the

~ resident would be cffered a snack later that
evening.

- During the day program visit on January 8, 2010,
' at 12:30 p.m., interview with the day program

| nurse revesied that staff had reported that

. Resident #2 was a “ picky eater and usually ate
: his snack, but often put his sandwiches in the

| trash.

. On January 6, 2010 at 245 p.m., a nursing
progress note dated August 18, 2009, revealed
the nurse * s attempts to reach the nutritionist to

_ discuss the possibility of discontinuing the

- nutritional supplement because Resident #2 was

- eating 100% of his meals. On January 6, 2010, at

| 3:10 p.m., review of the resident ' s nutritional

, assessments at the group home revealed the

 resident ' s food intake was * usually 75%-100%

. *. The resident’ s health management care plan

: dated August 7, 2009, revealed a goal to

. consume 100% of his food.

[ 401

|
|

A letter was sent to Nutritiom'sF on 2/26/10 that 3 ! 3/10/10 and
reassessment be done for individual #2 to detenmine 1f { ongoing
offering him more food of his preferences wiil :
maximize intake of diet at meal times copies of letter

were sent to Day Program, Social Worker and DD$

Service Coordinators follow up response was alsobe |

forwarded to ensure best service to mdividual. !

QMRP, RN, DON and House Manager will monitor |
for compliance. ‘

|

lealth Regulation Administration
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- On January 6, 2010, at 10:33 a.m., review of the

_annual nutrition assess ment dated July 10, 2009,
reveaied Resident #2 “tolerates consistency. Can
be picky at times. Staff says appetite has .
improved. Likes things like hamburgers, fries milk !
and peanut butter, and jelly sandwiches. Appetite
is 75-100%....estimated kcal needs -1731." A
nutrition quarterly report dated October 24, 2009,
documented that the resident's regular diet
provided 2000 to 2400 calories.

- At the time of the survey, however,there was no
evidence that Resident #2 had been reassessed
to determine if offering him more of the preferred
foods would maximize intake of the foods in his
diet.

i b. The facility failed to ensure that Resident #1
. calonic needs for weight gain to within his

: ) > Since survey period individual's weight is 138 lbs
; desirable weight range were reassessed as

(DWR) 135-167 Ibs hence individual is within DWR.

1/16/10 and
: ongoing

| evidenced below:

t

| During dinner observations on January 4, 2010,

i at 6:05 p.m., Resident #1 slowly ate 100% of a

" double portion meal and drank 8 ounces of
Ensure Plus. He completed his meal at 6:54 p.m.,
approximately 50 minutes later. Interview with
staff during the dinner meal revealed the resident
enjoys his double portions and always consumed

: 100% of his meals and supplement. Further
obsarvation of the resident, however, revealed he

' appeared to be underweight for his height.

Interview on January 4, 2010, at6:17 p.m.

" revealed the resident was prescribed a low fat,
low cholesterol, chopped, no concentrated diet
{double portion for breakfast and dinner) and a
p.m. snack. Staff reported that the resident was
also prescribed a supplement of Ensure Plus (8
ounces) three times daily to help him gain weight.

In addition cross referenced and adopted with 1401.1.

[Nutritional Assessment individual on 1/16/10 and diet
10 satisfy caloric need. i

Haalth Regulation Administration
STATE FORM

NGOF11 If continuation sheet 10 of 14




FRINFEL. 02782010
FORM APPROVED

Health Regutation Administration

STATEMENT OF DEFICIENCIES 1) PROVIDERISUPPLIER/GLIA LTIPLE TRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION O T Mg g:;:m CONs COMPLETED

HFD03-0039 8 WING 01/06/2010

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CCDE

521 KENNEDY STREET, NE
SYMBRAL FOUNDATION WASKINGTON, DC 20011

{x4) ID SUMMARY STATEMENT OF DEFICIENCIES ') ' PROVIDER'S PLAN OF CORRECTION {X5)

PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ° {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG : CROSS-REFERENCED T?IC THE APPROPRIATE DATE

DEFICIENCY)

1401 Continued From page 10 £ 401

Interview with the day program staff on January 1
2010, at 12.35 p.m. revealed that the Resident #1 !
was prescribed single portions at lunch and a
moming and afternoon snack. During the day
program visit, the resident was observed 10
consume 100% of a single portion diet. During
the survey, staff at the day program and the
group home agreed that the resident usually

- consumed 100% of the food and beverages

- offered.

The review of the weight records on January 5,
2010 at 2:15 p.m. revealed the resident had a
recommended weight range of 135 to 167
pounds. Further review of the weight chart
revealed Resident #1 ' s fluctuating waight from
January 2009 {135 pounds) to December 2009 to
(133 pounds). On January 6, 2010, at 2:37 p.m.,

. the quarterly nutritional assessment dated

. October 24, 2009, revealed "Current diet

provides 3000 - 3500 calories.” The assessment

: documented that the consumed approximately 75

. to 100% of his diet and tolerated his diet well.

- Although the annual and quarterly nutritional

- assessments continued to identify weight gain as |

. & goal, the resident achieved no net weight gain

~ from January 2009 to December 2008. At the

i time of the survey, there was no evidence that the

resident ' s caloric need to promote weight had

been reassessed by the nutritionist ang the .

interdisciplinary team. :

1420' 3521.1 HABILITATION AND TRAINING | 420

Each GHMRP shall provide habilitation and
training to its residents to enable them to acquire
and maintain those life skills needed to cope
mare effectively with the demands of their
environments and to achieve their optimum lovels

Health Regutation Administration
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' of physical, mental and social functioning. |
: |

This Statute is not met as evidenced by:
Based on observation, interview and record
review, the GHMRP failed 1o failed to provide
habilitation and training to enable it residents to
- acquire and maintain life skills to cope more
. effectively with the environmental demands of
" and social functioning of two of the three residing
. living in the facility. (Residents #1 and #3)

The findings include:

1. The facility failed to ensure timely and effective . o . ;
training o encourage wearing of eyeglasses Training (o - ‘f‘d‘“d‘m #2towearhiseye :1/6/10 and
recommended by the interdiscipiinary team for glasece was don on 1/6/10 and monitoring of the same ongoing
. Resident #1 as evidenced below: Py stafFis being documented. dally.
KOMRP monitors quarterly and House Manager
i Observation of Resident #1 on January 4, 2010, monitors weekly to provide oversight.
at 4:50 p.m. revealed he received training on how
to count money. He required verbal prompts to
| correctly state the numbers on the money.

l interview with the staff revealed the resident had
' eye glasses, but did not wear them. Continued
interview with staff on January 6, 2010, at 3:50
p.m. revealed Resident #1 required iots of
encouragement to put his eye glasses on. and

. then refused to keep thern on for longer than a
. minute. With encouragement from staff at 5

' approximately 5:15 p.m., the resident put on his '
glasses and looked in the mirror, but refused to 4
keep on the glasses. Staff indicated that the

| resident was offered his eyeglasses daily at the

i group home, however did not take them to his
! day program,

revealed an ophthalmology report dated June 11,
2009 in which the resident was diagnosed with

|
|
Record review on January 6, 2010, at 4:20 p.m. |
[
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hyperopia and eye glasses were recommended. ’
The individual support (ISP) dated August 3,
2009, included a recommendation that the |
- resident wear hig prescribed eye glasses. 5
" Although the resident was observed to have the ;
| prescribed eye glasses, there was no evidence a !
| structured system had been implemented to
| increase the resident's tolerance of his eye
i glasses recommended by the IDT to improve his
. vision,
2. During the evening observations on January 4,
2010, at 5:40 p.m., Resident #3 was observed Crossed seferenced and adopted with 1222.1. 1/9/10 and
responding to staff using shont and echolaic ‘ongoing

sentences. Interview with staff revealed that i
. Resident #3 had a communication device, -
. however was not using it becatse staff had not
| been trained on how to use it. {

! Record raview on January 5, 2010, at 10:45a.m_,

| revealed a Speech and Language assessment i

| dated January 31, 2009, documented the resident :

i ' 5 weaknesses as reduced manual dexierity and

: @ short attention span. A training objective (dated

" April 8, 2008), using the Basic Talk AAC device
was scheduled to be implemented on May 8,
2009. The goalwas " to increase
communication skills with the use of a low tech
electronic AAC device. " Stated training

. objectives were designed to enable the resident

* to make requests, to state his name on request,
to answer simple questions and to state
identifying information.

Interview with the QMRP on January 5, 2010, at

9:39 a.m., revealed that the IDT approved the ;

comimunication goal and that it was to be ‘

implement after Resident #3 ' s individua! suppont
, plan (1SP) which was conducted on April, 8, 2009.
. Further interview with the QMRP revealed the

]
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AAC device was not received until November
* 2009 that currently staff was awaiting training on
how to use the device.

' On January 5, 2010, at 10:45 a.m,, the review of
| a QMRP note dated June 12, 2009, revealed the
| AAC device had not been delivered. "Program on

" hold unil delivery of AAC device”. Subsequent
. QMRP progress notes dated July 12, 2009,

! August 20, 2009, and October 26, 2009 also
revealed the AAC device was not available to
implement the training objective.

- At the time of the survey, there was no evidence
that the facility had ensured that Resident #3
received continuous active treatment to improve
his communication skills.

Health Ragulation Aministration
STATE FORM

NGOF11

i contmuation sheet 14 of 14




